The sociological study of the mental health of racial-ethnic minorities addresses issues of core theoretical and empirical concern to the discipline. This review summarizes current knowledge about minority mental health and identifies conceptual and methodological problems that continue to confront research in this field. First, a critique is presented of epidemiological approaches to the definition and measurement of mental health in general, and minority mental health in particular, including an overview of the most frequently used symptom scales and diagnostic protocols. Next, the most important research studies conducted over the past two decades are summarized and discussed, and comparisons of prevalence rates and correlates of depressive symptomatology among Black, Hispanic, Asian, and American Indian ethnic groups are provided. Following the overview of descriptive 351
INTRODUCTION
Far from being a subject of idiosyncratic interest on the margins of sociological inquiry, the study of the mental health of racial-ethnic minorities addresses issues of core theoretical and empirical concern to the discipline. Classical social theory, notably in its formulation of the concepts of "alienation" and "anomie," sought to understand and explain the relationship between the individual and society, and the ways in which microlevel subjective experience is embedded in macrolevel objective social structures. The origins of American sociology in the early twentieth century reflected a similar focus on the personal and behavioral consequences of conditions of social disorganization and marginality. Indeed, for the United States in particular, the development of systems of caste and class stratified by racial and ethnic statuses has been a central theme of its history, shaped over many generations by the European conquest of indigenous peoples and by massive waves of both coerced and noncoerced immigration from all over the world. After World War I, as a consequence of restrictive national-origins laws, the Great Depression and World War II, immigration to the United States declined to its lowest point since the early nineteenth century, and by the 1950s "ethnicity" itself was seen as a fading phenomenom in the national scene. But since the 1960s a resurgence of ethnic consciousness among native minorities in the wake of the civil rights movement, followed by mass new waves of immigrants and refugees from the developing nations of Asia and Latin America, has transformed anew the American ethnic mosaic (Pones & Rumbaut 1990) . In this rapidly changing context, what are the emotional consequences of "ethclass" (Gordon 1964 ) inequality in America--the "hidden injuries" not only of class but of minority status and ethnocultural distinctiveness? This essay is an effort to review current knowledge about the mental health of racial-ethnic minority groups in the United States, to identify conceptual and methodological problems that continue to confront research in this field and to suggest avenues for future research.
As a starting point, in order to place our review in a comparative frame of reference, Table 1 presents 1980 census data on the size and selected socioeconomic characteristics of racial-ethnic groups in the United States. Given the oft-noted relationship between social class and mental disorder, the data in Table 1 may begin to suggest some possible hypotheses about www.annualreviews.org/aronline Annual Reviews the mental health of minority groups, as well as to raise some questions about the appropriateness of racial and ethnic categories used in official statistics. Ñ on-Hispanic whites, blacks, American Indians, and Puerto Ricans are overwhelmingly native-born populations, as are Pacific Islanders (mainly Hawaiians, Guamanians and Samoans). By contrast, the other "Hispanic" and "Asian" minorities in Table 1 consist overwhelmingly of recent immigrants, with the notable exceptions of Mexican-Americans and Japanese-Americans. The 1990 census will reveal major changes in the size and status of these groups, particularly those who have grown dramatically as a result of accelerating immigration over the past decade (Portes & Rumbaut 1990) .
During the 1980s a total of six million immigrants and refugees were legally admitted into the United States, nearly half from Asian countries and the bulk of the rest from Latin America. As a result, Asian-Americans have been the nation's fastest growing minority population; already by 1990 the Filipinos had surpassed the Chinese to become the largest Asian-origin ethnic group in the United States, a phenomenom that has gone largely unnoticed. Although they come from Third World countries, approximately one third of these new immigrants are well-educated "brain drain" professionals, primarily the Asian Indians, Filipinos, Koreans, Chinese, and Taiwanese. In addition, sizable if unknown numbers of others entered extralegally. Over three million formerly undocumented immigrants qualified by 1989 for legalization of their status under the amnesty provisions of the Immigration Reform and Control Act of 1986 (IRCA); two thirds of them were Mexican nationals. Unauthorized immigrants (such as most coming from Central America) whõ For example, over 180 million persons were classified by the 1980 census as "non-Hispanic whites," a sponge term absorbing many diverse ethnic groups but excluding 14.6 million "Hispanics," who are classified as such on the basis not of race but of language (even though many of them do not speak Spanish). Among Hispanics are counted two million Puerto Ricans living on the mainland, but not the larger number living on the island (who are US citizens by birth and who do universally speak Spanish). More clearly classified in terms of social origin are persons of Mexican and Cuban descent; less clear is the composition of the population of over three million lumped together as "Other Spanish," who may include a score of immigrant nationalities as well as indigenous groups. "Non-Hispanic" minorities are classified as different "races," ranging widely in size from "blacks" (26 million) to "'American Indians and Alaska Natives" (1.4 million); in between are "Asians and Pacific Islanders" (3.5 million), who number among them far more diverse ethnic groups than any other single census category. Beginning with the 1980 census, this latter "racial" (or geographic-origin) aggregate was subdivided into several Asian national-origin groups. All this makes for a conceptually muddled typology of "racial-ethnic" groups, even if it is an improvement over previous censuses.
www.annualreviews.org/aronline Annual Reviews entered the country after 1981 were ineligible for legalization of their status under IRCA, and it is uncertain to what extent they will be enumerated by the 1990 census, although their often traumatic contexts of exit and harsh contexts of reception may place them at higher risk for mental health problems. All of these groups show considerable diversity in their levels of education and income. Indeed, the 1980 census data suggest the formation of new "ethclasses," and these differences have probably widened during the past decade. Among the groups listed in Table 1 , several exceeded the levels of educational attainment of non-Hispanic whites; without exception all of these were of Asian origin (Japanese, Indians, Koreans, Filipinos, and Chinese). To varying degrees all other racial-ethnic minorities fell substantially below www.annualreviews.org/aronline Annual Reviews majority-group norms in education and income, and the data do not readily fit into catch-all categories such as "Hispanic" or "Asian." For example, the highest poverty rates in 1980 were observed among Puerto Ricans, Vietnamese, Blacks, American Indians, Mexican-Americans, and Pacific Islanders. Since 1980 an accumulating body of research has noted still higher levels of poverty among "second-wave" Cambodians, Laotians, and Vietnamese, Haitian and Central American escapees, Mariel Cubans, and Afghan and Ethiopian refugees. This diversification of patterns of social stratification among minority groups, including recent Asian and Latin American immigrants, and of their different modes of incorporation into the American economy and society, sets the stage for a consideration of patterns of inequality in mental health outcomes as well (Portes & Rumbaut 1990 ).
Defining Mental Health and Mental Disease
A core dilemma, historically, has been the challenge of defining mental health, as well as of knowing how to measure it satisfactorily. The contemporary mental health arena transcends the disciplinary boundaries of psychiatry, psychology, social work, anthropology, genetics, and other fields in addition to sociology. It is no wonder that controversy has been rampant. This issue is no mere academic matter but goes straight to the heart of etiological debates, professional training, and the organization and payment of services; it also heavily influences the direction of funded research (Vega & Murphy 1990) . Therefore, this is ultimately a political issue and responsive to political forces. In the past, this situation has often found minority researchers, as well as others interested in minority mental health, observing the development of new knowledge and services from the sidelines, unable to influence the course of events.
The term "mental health" was originally intended to reflect psychological well-being and resilience; in essence, a satisfactory if not optimal state of being. This term arose as a precursor to the community mental health movement of the mid-1950s and was a reaction to bleak images of refractory mental disease and institutionalized treatment which predominated until that time (Barter 1983 , Biegal & Levenson 1972 . Nonetheless, despite this optimistic facade, researchers and services providers, from that time until the present, have been narrowly focused on mental disorders. Psychiatrists have played the dominant role in setting the "parameters" of mental health as a subspeciality of medicine, and in defining the content of psychiatric disorders (Millon Klerman 1986) . The result is that the content of mental health research has been studied repeatedly from a nonnormative perspective, and for many years www.annualreviews.org/aronline Annual Reviews the research literature was derived primarily from clinically based studies and rooted in a disease model (Fabrega 1990 ). More recently, a return to biological explanations of mental illness has further discouraged the search for social origins (Kleinman 1988) .
Minority mental health has been seriously understudied because there have been few minority researchers, and people of color often have not been represented in the clinical patient populations used to develop the epidemiologic data base over decades of research. Thus, any bearing that culture may have on the manifestation, perception, recognition, and salience of psychiatric symptoms within ethnic minority groups is almost completely overlooked in contemporary psychiatric epidemiology (Good & Good 1986) . A review contemporary journals, except for those explicitly tied to psychiatric anthropology or minority research, leads quickly to the conclusion that culture serves only to camouflage "pure" psychiatric phenomena. The methodological challenge for contemporary researchers is how best to parcel out cultural influences to achieve more accurate measurement and understanding of psychiatric problems.
Descriptive Epidemiology and Minority Mental Health Status
The advent of large field surveys for estimating the "true prevalence" of psychiatric disorders in noninstitutional populations began in earnest in the 1950s with data reported from the Midtown Manhattan Study (Srole et al 1962) in New York City and the Stirling County Study (Leighton et al 1963) in Canada, using symptom checklists designed to measure the severity and/ or duration of symptoms. These short scales were designed to assess a pool of symptoms commonly observed among patient populations, and their criterion validity was demonstrated by comparing clinical to nonclinical populations. Most commonly, these checklists were created to tap depressed affect, psychological distress, and level of dysfunction--including social role performance. Link & Dohrcnwend (1980) have noted that these short scales seem to cover a constellation of symptoms that typify psychological distress in its most common expression in the United States, and that these symptoms are commonly associated with low socioeconomic status, stress, and physical health problems. According to these authors, these types of symptoms fit the concept of "demoralization" originally postulated by Jerome Frank (1973) , rather than a clinical diagnosis of "major depression" (a more profound and enduring incapacitation), In using symptom checklists for estimating the community prevalence of mental health problems, researchers have also made patient/nonpatient comparisons and established a cutoff point that represents "caseness." The "caseness" standard is www.annualreviews.org/aronline Annual Reviews intended to identify individuals who have symptom levels similar to those of patients in treatment.2
Few of these symptom measures were developed with specific minority patient populations. Therefore, it is unclear how patient symptom presentation varies across cultures or within distinct language domains, and, in turn, how cultural expectations might affect the technical performance or interpretation of scale scores (Manson et al 1985) . Thus, there is no a priori reason for accepting a preset "caseness" threshold on a particular measure as a valid standard for diverse ethnic minority groups. As Rogler et al (1989) noted regarding the measurement of psychopathology among Hispanics: "Despite much concern about test bias and misdiagnosis in the psychiatric interview, research on methods of evaluating mental illness in Hispanics is scant, unsystematic, and steeped in experimental confusion" (p. 90).
More recently the Center for Epidemiologic Studies-Depression measure (CES-D) (Radloff & Locke 1986 ) has become the most popular of these scales both because common instrumentation is needed for comparative purposes, and because this scale is said to reduce the contaminating effects of physical health symptoms that are commonly found on some symptom measures. However, eliminating health complaints from symptom checklists introduces a potential cultural bias. Minorities disproportionately experience health problems because they are disproportionately of low socioeconomic status, and they are likely to suffer psychophysiological distress and depressive mood as a consequence (Kolody et al 1986) . It has also been observed that some ethnic minority groups "somatize" psychological problems. According to Kleinman (1986) , somatization occurs when "individuals experience serious personal 2For example, the symptom checklist most widely used with both national and community samples since the 1970s is the 20-item Center for Epidemiological Studies-Depression Scale, or CES-D (NCHS 1980) . Items cover depressed mood, including feelings of guilt, worthlessness, helplessness, and hopelessness; and psychophysiologic manifestations such as loss of appetite and sleep disturbance. Each item has a range of four responses indicating how often the respondent had felt that way during the past week, coded as follows: 0 = rarely or none of the time (< 1 day), 1 = some of the time (1-2 days), 2 = occasionally (3-4 days), 3 = most or the time (5-7 days). The coded values for all 20 items (with positively worded or "nondepressed" items reverse-scored) are summed into a total CES-D score, which may range from 0 to 60. Scores of 16 or higher are interpreted to mean high levels of depressive symptomatology, or "caseness," because they represent roughly the upper quintile of test scores for patient populations on which the CES-D instrument was originally validated by the National Institute of Mental Health. Some sample CES-D items include: "I felt depressed," "I felt sad," "I thought my life had been a failure," "I felt hopeful about the future," "I enjoyed life," "I had crying spells," "I had trouble keeping my mind on what I was doing." For a good overview of the properties and findings of widely-used symptom checklists--including the GWB (General Well-Being Scale), the HOS (Health Opinion Survey), the Langner screening index, and the CES-D see Link Dohrenwend (1980) . www.annualreviews.org/aronline Annual Reviews and social problems but interpret them and articulate them, and indeed come to experience and respond to them, through the medium of the body" (p. 51). Another dimension of somatization is the amplification of pain and other bodily sensations via cognitive or mood changes. The potential result may be an undercount of mental health problems, especially depression, among US minority groups.
Symptom checklists are not designed to mimic the unique symptom configurations of discrete psychiatric disorders. For example, they could not be used for case ascertainment of schizophrenia or major depression. Therefore, until quite recently, case ascertainment could only be done via a clinical psychiatric interview, and even these procedures seldom achieved more than a modest degree of reliability among raters (Spitzer & Fleiss 1974) . However, by the late 1970s, a diagnostic protocol suitable for field survey research, which could be administered by lay interviewers, had been developed to reflect the classification system of the Diagnostic and Statistical Manual-III of the American Psychiatric Association (Spitzer & Endicott 1978) . For example, the Diagnostic Interview Schedule (DIS) (Robins et al 1981) fully structured interview that reduces to a minimum the need or desirability for interviewer judgments; it requires the presence of a certain number of symptoms and exclusions which are judged within the context of their recency, duration, and severity. 3 Despite the fact that cross-cultural validity is dubious for many diagnostic categories, the DIS was used to conduct five aA diagnostic protocol such as the DIS requires (a) the presence of specific symptoms in order to (b) "trigger" a more complete inventory of symptoms which in turn permits (c) a final diagnosis of mental disorder. Operationally, this distinguishes the diagnostic approach from the additive symptom count method used in checklists. The example provided below illustrates the process of meeting criteria for a DSM-IIIR disorder using the DIS. Following 25 questions (Qs. 13-37) covering depressive symptoms, which form one part of the DIS--such as questions 36 and 37 below--the interviewer is prompted to check whether at least three symptoms have persisted for at least one year. If this is the case, an additional criterion (A) that taps lifetime sad-bluedepressed affect is inquired about, as illustrated by question 38. If both of these requirements are met, then more deprcssion items arc asked. But if thcsc criteria arc not met, then the interviewer skips to another section of the DIS that deals with phobias. Responses to questions like 36 and 37 below are coded in terms of recency (< 2 weeks, < 1 month, < 6 months, < 1 year, > 1 years). The actual diagnosis is made by a computer scoring program.
Q. 36. Have you ever felt so low you thought of committing suicide? Q. 37, Have you ever attempted suicide? Q. 38. You said you've had a period of feeling depressed or blue and also said you've had some other problems like (LIST ALL 5's in Q's 13-37). Has there ever been a time when the feelings of depression and some of these other problems occurred together--that is, within the same month? (If YES, go to Q. 40; if NO, ask A:) A. lfNO: So there's never been a period when you felt sad, blue, or depressed at the same time you were having some of these other problems? (If HAS BEEN a period, go to Q. 40; if NEVER BEEN, go to Q. 48).
www.annualreviews.org/aronline Annual Reviews large regional field surveys, known as the Epidemiologic Catchment Area Program (ECA) (Regier et al 1984) , and this measure currently constitutes standard in the field for psychiatric epidemiologists. Nevertheless, symptom checklists are commonly employed in health and mental health research because they are quick and easy to administer and have certain advantages for data analysis purposes, and because they gather a wide spectrum of information about respondents' psychological states that might otherwise be lost using a diagnostic protocol such as the DIS. Kleinman & Good (1985) have noted a tendency to overlook variation the expression of mental disorder when developing nosological categories. The assumption is that psychiatric symptoms or syndromes are universally distributed and uniformly manifested. The implicit etiologic thinking that supports a "one-size-fits-all" taxonomy is sympathetic to the "official science" of funding agencies such as the NIMH, who currently favor supporting research in neuropathology and genetics to explain psychiatric disorders. Simply put, if the genesis of psychiatric disorder is rooted in molecular biology which is universal, cultural and social factors diminish in significance (Fabrega 1991 , Vega & Murphy 1990 .
Presently, a law of the instrument prevails in mental health research. Checklists and diagnostic protocols are invented, surveys are conducted, and the data are presented. Even in the glaring absence of culturally grounded validity studies, the very existence of data tends to objectify the protocol used to gather the information in the first place. Moreover, the use of statistical procedures for establishing internal consistency of scale items serves to mollify and obscure concerns about the construct validity of instruments when used in multicultural populations. The result is an epidemiologic research literature that reflects a general disregard for both the cultural content and the social context of mental health problems.
COMPARISONS OF MINORITY GROUP RATES
How best to reliably measure mental health or disorder remains obscure. Nonetheless, the pragmatic course is to identify the prevalence rates found in existing field studies and to examine how rates vary with other factors that were also measured in these studies. To make this comparison manageable within space limitations, only selected studies reported in the last two decades are included. As seen in Table 2 , these studies have used a wide variety of symptom checklists for making prevalence estimates. In addition, as Table 3 shows, some recent and exceptionally well-funded studies have been able to use diagnostic protocols. Studies reporting rates of diagnostic disorders are here limited to major depression (as measured by the DIS), have been conducted with rather small or otherwise idiosyncratic samples, thereby limiting their generalizability. The reader is cautioned that some of the symptom studies are not directly comparable because of dissimilar instrumentation and design, or diverse criteria used to designate "caseness." To make the review of findings parsimonious, a discussion of particular groups is presented in sequence under four broad racial-ethnic categories: blacks, Hispanics, Asians, and American Indians.
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Black Mental Health Status
Our knowledge regarding the prevalence of mental disorders among persons of African-American heritage in the United States has passed through three stages: anecdotal accounts; information from treatment records; and data from field surveys of the general population that used statistical probability sampling procedures. Only a brief review of the first two sources will be described inasmuch as they have serious methodological shortcomings which are self-evident. A more detailed description of findings produced by epidemiologic surveys of the general population is then presented, since these findings represent the most scientifically defensible information presently available.
The anecdotal accounts of mental disorders among blacks that found their way into the literature were often a blend of myth and stereotype, and they sometimes reflected an implicit racism on the part of those doing the reporting. Prior to the establishment of Community Mental Health Centers as provided by federal legislation in 1963, few blacks received mental health treatment in noninstitutional settings and, moreover, a great many states, especially those located in the deep south, had only a token number of state-operated psychiatric beds set aside for the treatment of blacks. The absence of blacks in treatment during the first three decades of this century led a number of writers to conclude, erroneously, that blacks had lower rates of mental disorder than whites inasmuch as prevalence estimates were based almost entirely on data provided by state and county governments. Moreover, some writers alleged that the absence of blacks in treatment in public facilities was occasioned by a trouble-free existence and/or the special care and supervision they received as slaves (Witmer 1891 , Babcock 1894 , O'Malley 1914 , Powell 1896 .
The first systematic information on the mental health status of Blacks at a national level was derived from the decennial censuses and from the reports of treatment from the various states. It is worth ~aoting in passing, however, that until 1970 the US Bureau of the Census did not have a separate classification for blacks. Prior to this period, they were included as part of a "nonwhite," catch-all category. In 1930, the Census Bureau collected information, for the first time, on mental health treatment patterns in state hospitals throughout the United States. Nonwhites were found to have higher rates of "insanity" than whites in 1930 and in every census report since then.
A number of investigators, most notably Malzberg, recognized the contaminating influences of the differential access to psychiatric care in various regions of the United States. However, in reporting his own findings, he dismissed this source of error and claimed that racial discrimination did not exist in New York's treatment of different races and, therefore, that his findings were representative of all racial groups living there (Malzberg 1944).
www.annualreviews.org/aronline Annual Reviews Malzberg went on to publish scores of reports which consistently showed higher rates of mental illness among blacks than whites, and his findings were often accepted by others as being accurate. No critical scientist today would give credence to Malzberg's findings as representing an accurate assessment of the true prevalence of mental disorders among blacks or whites. His data, of course, were at best representative only of those persons in treatment in New York state mental hospitals. Nonetheless, it is important to note that the findings reported by Malzberg were consistent with those of others using treatment data. For example, Faris & Dunham (1939) , in their classic early study based on treatment rates in Chicago during the late 1920s and early 1930s, found that blacks had higher rates of treated disorders in some categories but lower rates than whites in others. Again, these findings, like those of others relying on treatment rates, do not offer true prevalence estimates.
The epidemiologic field survey approach is obviously superior to anecdotal and treatment methods because it provides information on a representative sample of the general population. Still, the two most widely cited early field surveys of the general population, the Midtown Manhattan and the Stirling County studies, did not contain enough blacks in their samples to establish caseness or impairment rates for this population. Moreover, of the eight studies later cited by Dohrenwend & Dohrenwend (1969) that included subsamples of blacks and whites, half of them reported higher rates for blacks while the other half reported higher rates for whites.
The first major epidemiologic field survey to contain a large enough sample of blacks to make cross-racial comparisons was conducted by the National Center for Health Statistics (NCHS). The Cycle 1 Health Examination Survey was conducted in 1960-1962 using a probability sample of 7710 adults aged 18-79. The interview schedule included questions about feelings of nervous breakdown, being fidgety and tense, hands trembling, trouble sleeping, and so forth. Whites were found to have significantly higher mean score values than blacks, and this was the case for both males and females (NCHS 1970) .
A second major national survey conducted by the NCHS included data on mental health symptoms collected during 1971-1975 as part of the Health and Nutrition Examination Survey (HANES) of 6913 adults aged 25-74. In this initial HANES study, two new symptom scales were introduced: the CES-D and the General Well-Being Index (GWB). Blacks were found to have significantly higher distress scores than non-Hispanic whites on the 20-item CES-D, and lower well-being scores on the 18-item GWB. For example, the mean CES-D score for Blacks was 11.1 and for whites it was 8.4 (NCHS 1980) .
The first large epidemiologic field survey to obtain extensive psychiatric data on blacks and whites living in the same geographic area was conducted www.annualreviews.org/aronline Annual Reviews by Schwab & Warheit in north central Florida in the early 1970s. As reported by Warheit et al (1973 Warheit et al ( , 1975 , blacks were found to have higher rates psychiatric symptoms and dysfunctions than whites on a number of scales--e.g. anxiety, depression, phobias, etc but most of these differences were not statistically significant when the data were analyzed using regression procedures and other multivariate techniques that controlled for education, occupational status and family income.
The most comprehensive epidemiologic field surveys ever conducted in the United States were part of the Epidemiological Catchment Area projects funded under the auspices of the NIMH. Altogether, these five studies (in New Haven, Connecticut; Baltimore, Maryland; St. Louis, Missouri; the Piedmont area of North Carolina; and Los Angeles, California) secured information by making diagnostic judgments on 18,571 adults using the DIS. Of this total, 4,287 were non-Hispanic blacks. The general pattern, as seen in Table 3 , is that blacks have similar or slightly lower rates of lifetime major depressive disorder compared to non-Hispanic whites, as measured by the DIS. To date, however, few detailed comparisons have been published about prevalence patterns beyond those reported by Robins et al (1984) and Somerveil et al (1989) .
Between 1983 and 1986 Warheit and his colleagues conducted another field survey using the DIS in a north-central Florida SMSA of approximately 200,000 persons. As part of this study, they obtained the information necessary to make DSM-IIIR diagnoses of alcohol abuse dependence and major depressive episodes. Resembling the patterns reported by the ECA program, it was found that 9.3% of non-Hispanic whites and 2.7% of blacks met criteria for a diagnosis of major depressive disorder in their lifetime (Warheit & Auth 1986) . Paradoxically, Blacks in this study--who were also administered the CES-D--actually had significantly higher levels of depressive symptoms on the CES-D checklist, but significantly lower rates of lifetime major depression as measured by the DIS (Warheit 1990, personal communication) . These results appear to be an artifact of both the diagnostic logic employed in the DIS 3 and the differential effects of recall between white and black respondents. That is, lower-SES blacks in this study were very unlikely to meet criteria for lifetime major depression based on recalled symptoms occurring more than one year before the DIS interview, whereas most whites who met the same caseness criteria reported depressive episodes that had occurred more than one year before the DIS interview.
The results of symptom studies over the previous two decades continue to be inconsistent. Some symptom studies report higher mean scores and caseness rates for Blacks than for non-Hispanic whites or Hispanics. But other variations are also reported, such as that blacks have lower symptom levels than Mexican-Americans or non-Hispanic whites. The study by Gary et al www.annualreviews.org/aronline Annual Reviews (1989) reports extraordinarily high mean scores on the CES-D, and over one third of blacks met empirically defined criteria for caseness on this nondiagnostic scale. These differences in findings are not easily resolved. They could be real, reflecting variations in samples and locations, or they could be artifactual, a product of design bias or measurement error.
The patterning of symptoms by sociodemographic variables is similar to those reported commonly in the epidemiologic literature (Mirosky & Ross 1989) . A curvilinear relationship between age and symptom levels is found, and women generally have higher symptoms levels than males. However, these gender differences are contradicted in a few studies, where no differences in adjusted rates are found between black men and women. Most studies describe an inverse relationship between education and depressive symptom levels. However, some studies have reported that it is not the lowest educational stratum, but the second to lowest stratum (secondary school level) that have the highest symptom levels.
Hispanic Mental Health Status
Contemporary understanding about Hispanic mental health emerges from diverse strands of research. A body of ethnographic research was developed in the 1950s and early 1960s depicting Mexican-American family dynamics and sociocultural practices (Saunders 1954 , Madsen 1964 . The collective picture that emerged from this research, which was mostly conducted in South Texas, was that extended family cohesiveness and traditional values were believed responsible for a lower prevalence rate of mental health problems. Mexican culture provided a cushion for absorbing the rude shocks of life. Other findings described deeply held supernatural belief systems and a wellarticulated system of natural healers that operated as a functional alternative to traditional psychiatric services among Mexican Americans. In later years, similar research emerged about the role of folk beliefs and folk providers among Puerto Ricans (Ruiz & Langrod 1976) and Cuban Americans (Sandoval 1979) as well.
Among the first rates-in-treatment studies available is the older work by Jaco (1960) , which indicated that Mexican Americans had lower rates admission to Texas mental hospitals than did non-Hispanic whites. The lower utilization of services by Mexican Americans was reported in biometry data from many sites in the Southwestern United States, stimulating a controversy about whether this situation was due to a lower prevalence of psychiatric disorders, or merely organizational barriers to services. Mexican culture was believed to somehow buffer Mexican Americans from stressors and to make them more tolerant of deviant behavior among family members.
However, some later ethnographic studies in Los Angeles disconfirmed the notion that all Mexican Americans relied on natural healers and folk beliefs to www.annualreviews.org/aronline Annual Reviews deal with mental health problems (Edgerton et al 1970) . That research indicated that Mexican Americans were similar to non-Hispanic whites in their ability to accurately distinguish psychiatric problems from somatic disorders using short case vignettes, but that they were likely to indicate that physicians were the providers of choice for mental health problems (Karno & Edgerton 1969) . This finding was bolstered by reports by Mexican-American respondents, especially the least acculturated ones, that they viewed psychiatric disorders as biologically based. This research was and remains important because it demonstrated that even within the same ethnic group, Mexican Americans, wide variations in cultural practices are found. These differences could be occasioned by regional cultural patterns, urban-rural or SES differences, cohort differences, recency of migration, or other factors. It is prudent to add that many of these issues remain unresolved, but the advent of widespread epidemiologic surveys in the 1970s provided an opportunity to move away from conjectures about prevalence based on ethnographic and rates-in-treatment studies.
The results of studies reported in Tables 2 and 3 are interesting but inconclusive. For example, for Mexican Americans some studies show higher symptom rates than for non-Hispanic whites or Blacks. But another study, the recent Hispanic Health and Nutrition Examination Survey (HHANES) reported by Moscicki et al (1989) , which has an exceptionally large regional sample drawn from the Southwestern United States, reports low symptom levels. Furthermore, results vary even among those studies which used the same symptom checklist, the CES-D, for making estimates. This variation could be a methodological artifact, involving administration mode or sampiing effects, or it could indicate real differences in the populations sampled. On the other hand, the Los Angeles ECA study reported lower rates of major depression among Mexican Americans than among non-Hispanic whites in the same survey (see Table 3 ). Very importantly, among Mexican Americans, reported rates of lifetime major depression for immigrants that are significantly lower than those for the US-born.
Puerto Ricans in New York reported high symptom levels on the CES-D, as well as high rates of DIS-major depressive disorder on the HHANES (Narrow et al 1991) . These mainland findings are in stark contradiction to the lower rates of major depression reported from the island of Puerto Rico, which generally conform to patterns reported for non-Hispanic whites, blacks and Mexican Americans. Given that the studies in both sites included large samples with careful attention to design effects, the New York-Puerto Rico comparison is likely to underscore real differences in culturally similar populations; it provides a provocative target for future research aimed at establishing links between social ecology and mental health.
Cubans in Miami were found to have significantly lower rates of depressive www.annualreviews.org/aronline Annual Reviews symptoms and major depression when compared to other Hispanic ethnic groups in the HHANES (Moscicki et al 1987 , Narrow et al 1990 . Although this substudy of the HHANES suffers from small sample size and very high refusal rates, the results suggest that Cubans are at low risk for depressive symptoms and major depression. However, it should be emphasized that in the case of both Puerto Ricans in New York and Cubans in Miami, no comparative data are available from other continental US sites. Among Hispanics, the rates of major depression are similar for Mexican Americans in the United States and Puerto Ricans on the island. On the other hand, the highest rates of major depressive disorder are found among Puerto Ricans residing in New York, and the lowest rates are reported by Cubans in Miami and by Mexican immigrants in Los Angeles. Since approximately 80% of the Cubans in the HHANES were immigrants, these two studies reveal an important counter-intuitive finding: immigrants from these two ethnic groups appear to experience lower vulnerability for major depression than do nonHispanic whites (the overwhelming majority of whom are nonimmigrants). is also worth noting that both symptom levels and diagnostic rates among Hispanic ethnic groups assessed in the HHANES mirror precisely the rank order of group differences in socioeconomic status presented above in Table  1 .
Although this information is not presented on Table 2 , the relationship of sociodemographic variables to symptoms in these Hispanic studies is generally in accord with the broader epidemiologic literature in reporting universally higher rates for women than for men (see Mirowsky & Ross 1989) . These studies also consistently report an inverse correlation between income/ education and symptom levels. Similarly, those in disrupted marital statuses and the unemployed have the highest symptom levels. Age effects on symptoms are curvilinear, being highest in late adolescence and early adulthood and rising again in late middle age and beyond.
Asian Mental Health Status
Our knowledge of the mental health of Asian-Americans is of much more recent vintage--and is much less developed--than that reviewed above for blacks and Hispanics; in part this reflects the smaller size and more recent immigration of many Asian ethnic groups. To date no national-level surveys have been carried out. Indeed, as Table 1 shows, the majority of AsianAmericans in the United States today are newcomers who immigrated after racist laws barring Asians were rescinded in the late 1960s. Historically, the oldest Asian-origin group had been the Chinese, who began immigrating to California in the 1850s and were excluded by federal law in 1882. Their place was taken by the Japanese, who were themselves restricted by the "Gentlewww.annualreviews.org/aronline Annual Reviews men's Agreement" of 1907, and then by Filipinos, who until the 1930s were recruited to work in plantations in Hawaii and California after the American colonization of the Philippines. By the early twentieth century, amid agitation for immigration restrictions, anecdotal accounts by scientific experts pointed to the inferior psychological makeup of Asian immigrants and to the "remarkable tendency to suicide" among the Japanese in California (Sanua 1970) .
Later rates-in-treatment studies of first admissions of Asian-Americans to state mental hospitals carried an opposite implication: Chinese, Japanese, and Filipino patients were grossly underrepresented relative to the size of their respective populations. For example, in California state hospitals during the early 1960s, the Chinese and Japanese had rates of admissions per 100,000 population that were one half to one third, respectively, of the rate for Caucasians, and lower still than the rate for blacks; and in the late 1960s, similar data were reported for Chinese, Japanese, and Filipino patients admitted to Hawaii state mental hospitals (Sue & Morishima 1982) . Several studies during the 1970s sought to explain this pattern of "underutilization" of mental health services by Asian-Americans, pointing to various cultural and structural factors (Sue & Morishima 1982) . Still, by the beginning of the 1980s, The Mental Health of Asian Americans, Sue & Morishima (1982) could find not a single generalizable epidemiologic survey in the research literature that reported prevalence rates of psychological distress based on standardized instruments with community samples. The available data consisted instead of a handful of reports of personality tests administered to small samples of Asian-origin college students in California and Hawaii. During the 1980s this general picture changed significantly, however, and the results are summarized in Table 2 .
The first community study of the prevalence of depression among AsianAmericans was reported by Kuo (1984) . The CES-D was administered to Seattle sample comprising four ethnic groups: Chinese, Japanese, Filipinos, and Koreans. (The high refusal rate for the Filipinos in this study was particularly unfortunate because, although the Filipinos now form the largest Asian-origin ethnic group in the United States, Kuo's research remains the only such report to date on their mental health.) A factor analysis of CES-D items showed a factor structure among the East Asians (Chinese, Japanese, Koreans) similar to that found for Anglo samples, but not for the Filipinos; that is, the Filipinos' pattern of expression of depression differed from that of the East Asians. For the sample as a whole, the mean CES-D score was 9.4 (slightly above the 8.4 rate reported for non-Hispanic whites in the United States), and the caseness rate was 19.1% (again slightly above the norm for non-Hispanic whites). However, there were significant differences in mean scores among the ethnic groups: The rate for Koreans (14.4), nearly all whom were recently arrived immigrants, was twice that of the Chinese (6.9) www.annualreviews.org/aronline Annual Reviews and Japanese (7.3), with the Filipinos falling in between (9.7). Bivariate analyses showed no common patterns among the groups in the relationship of symptoms to demographic, nativity, or SES variables. Indeed, the differences in depression scores among the four ethnic groups did not wash out after controlling for all such variables. In addition to ethnicity, only the effects on depression of employment and age (with younger respondents having significantly higher depression scores) tended to hold in a multivariate analysis.
A later CES-D telephone survey was carried out by Ying (1988) with sample of Chinese-Americans in San Francisco. The mean CES-D score for this sample was 11.6 (significantly higher than the score for the Chinese group in the Seattle study); the caseness rate was 24.2%. Lower depression scores were observed for men, for the US-born and immigrants with longer residence in the United States, and for higher-SES respondents. Marital status was not significantly associated with CES-D scores, perhaps because unmarried respondents reported many close and supportive contacts with their family of origin. When education and occupation variables were controlled in a multiple classification analysis, gender differences in depression were reduced, and the effects of nativity and length of time in the United States were eliminated, although (younger) age emerged as a significant predictor.
A much more comprehensive study of Korean immigrants in Chicago has recently been reported by Hurh & Kim (1988) , who used several mental health measures (CES-D, HOS, and a life satisfaction scale). Mean CES-D scores were 12.3 for males and 12.9 for females. Sociodemographic correlates of depressive symptoms were generally in accord with the patterns reported in the larger epidemiologic literature. Work-related variables best accounted for the mental health of male respondents, but their effect was much weaker for females. Interestingly, with respect to modes of acctrlturation, bieultural strategies (reading both Korean and American newspapers regularly, associating with both Korean and American friends) were associated with lower depression and higher life satisfaction than was the case for any type of monocultural strategy (Americanization, Koreanness). Such additive adaptation was related more strongly to the mental health of female than of male respondents. Similar results showing a positive effect of bicultural strategies (rather than assimilationist or traditionalist attitudes) on both depression and life satisfaction have been reported among Southeast Asian refugees (Rumbaut 1991) .
In Santa Clara County ("Silicon Valley") in 1983, Meinhardt et al (1985 Meinhardt et al ( -1986 compared the mental health needs of the general population against those of Southeast Asian refugees (Cambodians, Vietnamese, ethnic Chinese) and nonrefugee Chinese (both US-born and recent immigrants from China, Taiwan, and Hong Kong). The study employed four FHS scales (measuring depression, anxiety, cognitive impairment, psychosocial dysfunction) which www.annualreviews.org/aronline Annual Reviews had been developed and validated by Warheit and his colleagues in Florida in the 1970s (see Table 2 ). All scores on these scales that were at least one standard deviation above the mean for the general population sample were defined as high scores; in turn, persons with high scores on all four scales were classified as being in "high need" for mental health services, and high scores on two or three scales were defined as indicative of "moderate need." By this method, 14.8% of Santa Clara County's general population sample were found to have either high or moderate mental health needs. Bettereducated, "first-wave" Vietnamese refugees who arrived in the United States in 1975 matched this level of need (14.6%); and the non-refugee Chinese (over half of whom were immigrants employed in professional or managerial occupations) had notably lower mental health needs (9.1%). In sharp contrast, 51.9% of the Cambodians exhibited high or moderate mental health needs, reflecting not only their low-SES background but also the fact that they experienced far more traumatic prearrival experiences than did other refugees. The post-1975 Vietnamese and ethnic Chinese "boat people" fell between these extremes, with mental health needs levels of 26.6% and 19.2%, respectively.
These findings on the mental health of Indochinese groups were confirmed by a longitudinal study carried out in San Diego County at about the same time (Rumbaut 1985 (Rumbaut , 1989 . The refugees' mental health was assessed several measures, including the General Well-Being Index (GWB) which had been used with a national sample in the first Health and Nutrition Examination Survey (HANES) survey of the American population. The HANES data showed a rate of demoralization among American adults of 25.9% (Dupuy 1974 , Fazio 1977 , Link & Dohrenwend 1980 . The corresponding rate for Indochinese refugees in San Diego was three times higher (77.9%) in 1983; year later the rate had declined noticeably but was still very high (65.7%). Table 2 shows, considerable variation appeared among the various Indochinese ethnic groups: the Cambodians had the highest levels of demoralizatioi~, followed by the Hmong, the Chinese-Vietnamese, and the Vietnamese. Depressive symptoms were socially patterned, confirming research elsewhere: higher levels were found among women and Iow-SES groups, lower levels among married respondents and those with more relatives and co-ethnic friends nearby, and the association of symptoms with age was curvilinear. On the other hand, this study also found that the refugees' degree of reported satisfaction with different areas of life was not necessarily inversely related to their degree of depression; e.g. the Cambodians exhibited at once the highest levels of depression and the highest levels of life satisfaction. Measures of life satisfaction tap into cognitive appraisals or "definitions of the situation" which are made by individuals relative to their expectations and aspirations; as such, they differ in kind from the affective dimensions of www.annualreviews.org/aronline Annual Reviews mental health (such as depressed mood, anxiety) that are more often measured by symptom scales.
American Indian Mental Health Status
Little survey information is available about the mental health status of American Indians and Alaska Natives in tribal or community populations (Manson et al 1987) . Recent surveys have used adolescent and adult student samples. No doubt the convenience of captive populations within institutional settings is the reason for this situation; however, it certainly imposes serious limitations on the generalizability of current prevalence estimates to adult American Indian populations. A summary of these studies can be found in Table 2 .
Only two of these surveys used the CES-D, and both reported very high caseness rates using the standard criterion: 58% (Manson et al 1991) and 48% (NCAIANMHR 1989a), respectively. These are far higher CES-D rates than those reported for any other US ethnic minority group listed in Table 2 . An earlier study by Kleinfeld & Bloom (1977) of Eskimo children in Alaska boarding schools, using the HOS, reported a caseness rate of 49%--more than twice the rate found among Mexican-American farmworkers in California and nine times higher than the rate for non-Hispanic whites (see Vega et al 1985) . The highest estimates of 58% (CES-D) and 49% (Health Opinion Survey) are for school samples, representing the only studies of adolescents listed in Table 2 ; as such, they should be placed in the context of the broader epidemiologic literature, which has consistently found higher symptom rates among adolescents and young adults than among middle aged adults (Mirowsky & Ross 1989).
There are also studies of three student samples reporting that close to one half of respondents were suffering from a "phobic reaction" (NCAIANMHR 1989b) . These students included both boarding school students and college students in state-supplement universities. Vital statistics data about agespecific suicide rates suggest that American Indian children between 10 and 19 years of age are about three times more likely to commit suicide than are other US children. Moreover, data from the Indian Adolescent Health Survey indicate that 18% of males and 23% of females have had a family member attempt or commit suicide. These are clear signs of extraordinary personal disorganization and distress, and available information suggests the situation is widespread, including tribal groups throughout the United States.
STRESS AND RELATED ANALYTIC ISSUES
Perhaps the most intriguing question surrounding the study of minority mental health is whether there are specific characteristics inherent in minority status that increase risk for psychiatric symptoms and disorders. This type of www.annualreviews.org/aronline Annual Reviews research is generally guided by social psychological stress theory, which presupposes that certain types of stressors fall disproportionately on certain sectors of the population, especially those experiencing more life changes but having fewer resources available to cope with them (Pearlin et al 1981) . Factors such as low socioeconomic status, marital disruption, negative life events, chronic strain, and low social support are commonly measured in these studies as predictors of mental health problems, such as depressive symptoms. For years it has been conjectured that minority status was itself a stressor, independent of the usual socioeconomic and demographic predictors of mental health problems.
In general, there are really two categories of stressors to which ethnic minorities are subjected that may operate as sources of vulnerability. The first consists of subjective factors, such as perceptions of unfair treatment or blocked opportunity. The second consists of objective statuses and negative life events such as unemployment, disrupted marital relationships, fragmented social networks, and physical hardships. In actuality, the two are associated because perceptions can result from real life experiences and, in turn, perceptions can help shape future life experience. For example, perceiving a prejudiced environment is more likely to influence an individual to reside and form social ties within a dense enclave of ethnically similar individuals, which can then have repercussions for social mobility.
From a sociological perspective, the discontinuity of role relationships and role strains seems especially pertinent for the study of minority mental health (Goode 1960) . Structural limitations that occur as the result of discrimination, limit access to valued social roles, or constrain successful fulfillment of ordinary role requirements such as that of parent or spouse are more likely to shape the lot of racial minorities. Sociologists have hypothesized that the unavailability of means for acquiring valued goals will result in patterned behavioral responses among goal strivers which can have destructive consequences for individuals (Parker & Kleinman 1966) . Minority group members who persist in reacting to a racist system may be psychologically vulnerable if they are unsuccessful in their efforts (Neighbors 1987) .
Special categories of minority groups such as refugees are especially likely to experience role transitions that dramatically alter the meaning of life. Role conflicts can occur in situations of immigrant acculturation where there are multiple definitions of appropriate role behavior, leading to inter-or intragenerational competition for allegiance from family and peers (Rumbaut Rumbaut 1976) . Role inconsistencies occur to immigrants who must start over again in an occupation of lower prestige than the one they occupied in their nation of origin. Research which has s/oUght to conceptualize and measure indicators of these processes, or their effects, is relatively rare and of recent origin (see Hurh & Kim 1988 , Rumbaut 1991 .
www.annualreviews.org/aronline Annual Reviews Among foreign-born minorities in the United States, the distinction typically made between "immigrants" and "refugees," while problematic, has focused attention on different contexts of expulsion and thus introduced an important new variable in our understanding of minority mental health (Portes & Rumbaut 1990 ). Long-distance journeys entail a set of stressful life events that, though varying widely in kind and degree, can produce profound psychological distress, even among the best prepared and most motivated and even under the most receptive circumstances. Both refugees and immigrants must cope with a significant amount of life change, but "refugees" tend to experience more threat, more undesirable change, and less control over the events that define their contexts of exit. The research literature on refugees recently arrived from war-torn regions has underscored this point, particularly among Cambodian survivors of the "killing fields" of the late 1970s (Meinhardt et al 1985 , Rumbaut 1985 . A comparative study of Indochinese refugees in San Diego found that contexts of exit largely accounted for the considerable variance in depressive symptoms among the various ethnic groups (highest for Cambodians and Hmong, lowest for ethnic Chinese and Vietnamese); however, a follow-up survey a year later found that the effects of such past experiences on the refugees' mental health tend to diminish, while those associated with their present circumstances (especially socioeconomic factors) become increasingly important (Rumbaut 1989 (Rumbaut , 1991 .
Some key studies, such as the ones by Warheit and his colleagues, have found no differences in symptom mean scores between non-Hispanic whites and blacks after controlling for SES. Nor have blacks reported consistently higher rates of either symptoms or disorders than non-Hispanic whites. Nevertheless, Kessler (1979) notes that "socially disadvantaged persons will be both more highly exposed to stressful experiences and also more highly influenced by stressful experiences than socially advantaged persons" (p. 259). In this same research study, Kessler found that nonwhites were twice as likely as non-Hispanic whites (28% vs 14%) to report "extreme distress" as function of experiencing more stressful situations. Kessler & Neighbors (1986) , in comparing blacks and non-Hispanic whites, only found a difference in psychological distress level among low-SES blacks. Therefore, race and income interacted as explanatory variables in predicting psychological distress, but only for the lowest socioeconomic strata. A recent study by Ulbrich, Warheit, and Zimmerman (1989) partially confirms the Kessler and Neighbors findings. Low-SES blacks were more vulnerable than low-SES non-Hispanic whites to the impact of undesirable noneconomic events, but less vulnerable than non-Hispanic whites to the impact of economic problems.
Some limited evidence supports the view that minority status can be tentatively considered as a proxy for life stress. Nevertheless, a more cornwww.annualreviews.org/aronline Annual Reviews prehensive understanding of the stress and coping process among ethnic minorities will require nonrecursive stress process models and longitudinal designs to isolate the factors that contribute to mental health problems in the context of person-environment interactions. The fact that the variable of "race" explains a few percentage points of variance in a linear analysis does not really enlighten us about underlying processes that make race salient as a predictor of psychological distress. Nor can we assume that SES is easily disentangled from race, since both are indicators for other structural factors, including racial discrimination.
Ethnic Minorities, Acculturation, Anomie, and Mental Health
Durkheim alluded to the existential component of the human spirit when he noted that social areas undergoing rapid social change were more likely to produce a disorganizing effect on the personal functioning of individuals (Durkheim 1951) . In his classic study, suicide was used as a valid indicator environmental impact on individuals. The original construct of anomie conveyed the idea of increasing availability of behavioral choices, and a weakening of social controls, which potentially overwhelmed individuals who had been reared in a milieu characterized by well-defined, stable social expectations. US ethnic minorities experience several variations on a similar theme. Some ethnic minority members are born and reared in social environments that are culturally diverse. Others, such as immigrants and refugees, proceed through a transitional process more akin to that described by Durkheim. That is, they proceed from a stable culture of origin which has provided a cultural context for their behavior and self-concept, into another cultural complex that forces them to reorganize their social expectations. These are two very different situations, and the psychological consequences probably are not similar for both. In the instance of the immigrant, important variables intervene such as the match between expectations for social incorporation and the actual opportunities available, and the level of resistance offered by the host society. Some evidence suggests that immigrants who are disappointed with their opportunities in American society are more likely to feel depressed (Vega et al 1987) . There is also research showing that minority immigrants who reside in supportive enclaves have fewer mental health problems than those who are isolated in nonminority residential areas (Kuo 1976) . Moreover, immigrants who have lower expectations than native-born minorities may not be subject to the same frustration when they encounter social resistance or discrimination. Indeed, it may be the process of socialization into enhanced expectations, or the perception of a "rigged" game, that is personally debilitating. To the extent that a person perceives limited opportunity, as well as powerlessness to change this situation, it may be expected that psychological distress will result. This would www.annualreviews.org/aronline Annual Reviews seem to be true across SES lines but is more likely to be evidenced where expectations are heightened (i.e. in relative deprivation).
These issues suggest that concepts such as anomie, powerlessness, and alienation are interrelated constructs. Within American sociology, anomie is usually linked to environmentally based change, or the placement of individuals in environments characterized by contrasting behavior expectations. Moreover, alienation and powerlessness are possible personal concomitants of anomie. Recent research (Szapocznik et al 1978) has described how the impact of multigenerational acculturation among Cuban immigrants creates a similar destabilization of normative expectations. Since new behaviors are adopted at an uneven rate by family members, family tension is occasionally provoked by lessening commitment to traditional family expectations by children, especially by young male adolescents. Parents may feel threatened that their beliefs are being depreciated and, worse still, even replaced by cultural practices of suspect origin or value. Often parents react by rigidly imposing their authority, and adolescent boys respond by completely rejecting family expectations. This type of cultural gap or dissonance is associated with psychopathology among parents as well as drug use and deviance among adolescent male children who struggle to gain an acceptable or coherent understanding of their social reality.
In a longitudinal study of Southeast Asian refugees, Rumbaut (1985 Rumbaut ( , 1989 ) has noted that the psychological impact of immigration tends to be concentrated in the first three years after arrival in the United States. There is an initial euphoria that characterizes the first year, followed by a strong disenchantment and demoralization reaction during the second year, with a gradual return to early levels of well-being and satisfaction after the third year. This U-shaped curve (from elation to depression to recovery), which marks the course of psychological adjustment over time from first arrival to three years thereafter, has been observed among other displaced minorities, such as Cubans and Eastern Europeans (Portes & Rumbaut 1990) . Recovery thus appears to occur in a relatively short period of time, with the adjustment occurring more rapidly among those of higher social class backgrounds. Similar findings were reported by Ying (1988) for Chinese immigrants: those with less than one year in the United States had lower CES-D scores, those with one to four years of residence in the country had the highest depression scores, and scores declined significantly thereafter. In a cross-sectional study of Korean immigrants in Chicago (which did not include persons with less than a year of residence in the United States), the highest levels of depressive symptoms (measured by both the CES-D and HOS) were found among Koreans who had been in the country for one to two years--a period termed the "early exigency stage" (Hurh & Kim 1988) . After three years, the Korean immigrants' mental health significantly improved and stabilized over time; www.annualreviews.org/aronline Annual Reviews the rate of increase in well-being tended to stagnate for those who had been in the United States ten years or longer, corresponding to perceptions of having reached occupational career limits.
The Los Angeles ECA survey which assessed psychiatric disorders in immigrant and native-born Mexican Americans, and non-Hispanic whites, discovered that immigrants had the lowest prevalence of psychiatric disorders . Furthermore, US-born Mexican Americans and nonHispanic whites were much more likely to be drug abusers. The investigators in this research argue that immigrants in this sample may represent a "resilient" cohort that is self-selected because of the inherent difficulties associated with migratory passage and readjustment in another society. However, this explanation is unsatisfying on many counts, and much conceptual and empirical work remains to be done in order to assess more finely the underlying factors responsible for these differences, if indeed the differences are valid and replicable.
Perhaps minority immigrants simply undergo a very different sociological experience with correspondingly different psychological ramifications. However, it can be expected, and the empirical evidence seems to suggest, that children of immigrants or even long-stay first-generation immigrants who are exposed to highly stressful environments, have a tendency to emulate patterns of personal vulnerability and family disintegration that characterize other US minority groups. This tendency is exacerbated in urban environments featuring highly anomic properties, including cultural diversity, social disorganization, rapid social change, and vast disparities in wealth and access to valued resources. The New York experience of Puerto Ricans is a case in point, where the level of marital disruption almost doubled between 1960 and 1980, and levels of depressive symptoms are extremely high (Bean & Tienda 1987) .
CONCLUDING RECOMMENDATIONS
In candor, it should be emphasized that space limitations prevented us from broaching some of the most important areas related to minority mental health, such as service utilization issues and psychiatric and behavioral disorders among minority children. Even our coverage of adult mental health status is selective and cursory. Nevertheless, some recommendations emerge from this review that could improve the yield of future research. The primary recommendation, encompassing the other suggestions listed below, is that future studies use comparative designs and common instrumentation in order to extend the power of each investigation. Nevertheless, even this type of approach requires preliminary validity studies to assess both the cultural grounding of instruments and their psychometric or measurement equivalence www.annualreviews.org/aronline Annual Reviews within each ethnic group. Moreover, at a minimum, survey instruments that seek to operationalize and measure "mental health" need to distinguish clearly between somatic symptoms and "affective" (depression, anxiety) and "cognitive" dimensions (satisfaction with different areas of life, aspirations). Very briefly, other recommendations or questions for future research include the following:
Theoretically informed sociological research needs to move beyond the usual correlational analyses of reported symptoms and sociodemographic variables, to take social and historical contexts fully into account (Ruiz 1990) . Among immigrant and refugee groups in particular, analyses need to attend to the wide diversity in both contexts of exit and contexts of reception and incorporation. Theories coined at the turn of the century to describe the assimilation process of European immigrants are poorly suited to grapple with the current diversity. In addition, studies of the mental health of nonimmio grant racial-ethnic groups need to distinguish between different US generations and to identify the effects of new interracial-interethnic formations; categories of "race-ethnicity" as units of analysis need to be conceptualized as social processes rather than as fixed, immutable, purely ascriptive categories.
Longitudinal studies are needed to characterize and investigate the stress process and its temporal patterning among ethnic minority groups, including patterns of migrant or immigrant adaptation to specific conditions of life change and their psychological or emotional sequelae over time (Pearlin et al 1981) .
Research is needed to identify protective factors that appear to decrease the prospect of suffering from serious mental health problems, or from related manifestations such as alcohol or drug abuse, within diverse ethnic minority groups. In particular, recent findings that certain immigrant groups exhibit lower levels of psychiatric symptoms than do majority group natives thus present researchers with a problem in search of an explanation.
Studies of acculturation need to carefully distinguish cultural orientation from the assessment of personal disorganization and psychological distress that accompanies the acculturation process. Beyond acquiring a new language and new cultural information and behavior, what is it about the acculturation process that is distressing? Work needs to be done to clarify theoretical issues, specify constructs and models, and operationalize valid measures.
Research is needed to investigate the mental health consequences of racism and racial discrimination. This type of research has two prongs: social costs and personal costs. The former focuses on how life chances affect psychiatric morbidity at a societal level, and the latter focuses on the physical and psychological ramifications at an individual level.
Future research should explore the meaning of psychiatric signs, symptoms, and dysfunctions within diverse ethnic minority communities. For 
